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ABSTRACT
The experiential learning process is a key concept in gaining and analyzing knowledge, which
involves participation in those experiences. In nursing education, these experiences can occur
through high-fidelity simulation. The most important component of this learning process is the
post-experience critical analysis or debriefing. During the debriefing phase, students must reflect
upon the experiences, identify key points, and discuss the main concern related to patient care.
The debriefing phase helps students to be able to develop and refine knowledge and experiences.
Methods of debriefing include verbal feedback or video-assisted verbal discussion that allows
students to reflect and discuss on what occurred during simulation scenarios, which always are
guided by a clinical nurse educator. Debriefing should immediately follow the simulation
exercise to help the students in assessing their performance and experience.
The purpose of this study is to compare the effectiveness of verbal debriefing versus
video-assisted verbal debriefing on students’ learning experiences and the importance of those
experiences to the student. The research question posed for this study is, “Do students learn and
gain more experience with video-assisted verbal debriefing as compared to traditional verbal
debriefing?” Kolb’s experiential learning theory (ELT) was used to guide this research study. A
convenience sample of 64 students was recruited from a private university in northwest Indiana
who were enrolled in a junior-level medical-surgical nursing course (NUR 354) during the fall
semester 2013. The findings of this study may demonstrate which debriefing technique best
facilitates learning for an undergraduate nursing student population and could impact clinical
practice in the future.
Keywords: high-fidelity simulation, debriefing methods, debriefing clinical experience,
nursing education, debriefing simulations with video, reflective practice.
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CHAPTER 1
INTRODUCTION
As technology in health care has expanded, it is not surprising that high fidelity
simulation (HFS) has become one of the most innovative and emerging teaching strategies in
nursing. The term fidelity is commonly used to refer to or describe the level of realism of a
simulation. In using the term fidelity in reference to equipment, low-fidelity equipment results in
less precise reproductions. For example, a disembodied pelvis for catheter insertion simulation or
a foam arm for intramuscular injection simulation is considered to be a low fidelity simulation
(Gaberson & Oermann, 2010). The low fidelity simulation equipment is generally considered to
be static and very limited in its capabilities. Moderate fidelity equipment has greater technical
capability than low fidelity simulation but is still relatively limited in its function. While such
mannequins will provide some physiological responses, they are not able to provide extensive
feedback cues, meaning the learner may not become as immersed in the simulated scenario as
with high-fidelity simulation equipment (Finan, Bismilla, Whyte, LeBlanc, & McNamara, 2012).
High-fidelity simulation is considered to be the most realistic form of equipment, and such
simulators usually comprise whole body mannequins attached to a computer. The clinical
educator and student are able to rely on physiological feedback received from the mannequin,
similar to patient feedback in the real-life situation. HFS produces the most lifelike scenarios,
responding to student interventions in realistic ways, such as speaking, coughing, and
demonstrating chest movement and alternating the vital signs as well. Moreover, simulated
clinical experiences can range from low fidelity, such as case study, to medium fidelity with
task-trainers and high fidelity involving the use of computer-enhanced manikins that realistically
represent the physiologic response of a patient in credible clinical environment (Jeffries, 2007).
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Effective teaching-learning approaches are required to facilitate the development of
mental representations of a range of current clinical experiences. The use of HFS offers the most
sophisticated teaching and learning activities which can facilitate the development of students’
cognitive, associative, and psychomotor skills in a safe, nonthreatening, effective, and realistic
environment (Feingold, Calaluce, & Kallen, 2004). HFS has been defined as “those techniques
of human simulation that are capable of realistic physiological responses to learner
interventions” (Durham & Alden, 2008, p. 221). Additionally, the high fidelity simulators
respond physiologically to students’ intervention, such as medication administration, intravenous
fluid infusions and application of oxygen. The HFS have realistic features, such as blinking eyes
with pupils that react to light, chests that rise and fall with respirations, palpable pulses, various
heart and lung sounds, and the ability to cry, drool and bleed. The simulators have procedural
features, which allow for chest tube and tracheotomy management, defibrillation and urinary
catheter insertion. These features of HFS represent realistic patient conditions and allow students
to deal with and grasp skills in a sophisticated environment.
The HFS is much better than a standardized patient. For example, a standardized patient,
an actor or student can play the part of the patient. Limitations of this method include knowledge
that the physical manifestations of a particular condition are not really present. For example, an
actor cannot really present an irregular heartbeat, while the HFS can represent the real patient’s
condition and manifests the abnormal vital signs, such as irregular pulses and heart sounds. HFS
provides students with the opportunity to evaluate abnormal as well as normal findings.
Furthermore, HFS not only provides a safe learning environment for nursing students, but it also
bridges the gap between theory and practice. Hence, incorporating HFS in the nursing
curriculum is a pivotal component to producing well-prepared new graduates.
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In nursing education, faculty members also need to adopt and recruit a new technology in
teaching-learning strategies, because the traditional teaching-learning process may not always
facilitate the development of knowledge and practice at the level needed for nursing graduates.
HFS differs from traditional clinical experiences in that HFS provides an excellent opportunity
for nursing students to apply scientific knowledge and practice nursing care. The incorporation
of HFS into undergraduate nursing curriculum possesses the potential to enhance the experiential
learning, skill acquisition, problem-solving abilities, teamwork, and critical thinking (Feingold et
al., 2004). This affords students the opportunity to identify areas needing improvement and learn
from mistakes in a harm-free, simulated environment. Many researchers have found that
participants using HFS acquired skills faster and demonstrated higher performance than
participants who acquired skills through traditional educational approaches (Garrett, Macphee, &
Jackson, 2010). Thus, the simulation environment and scenarios play an important role for
students to enhance their learning experience skills before practicing nursing care process in a
fast-paced, demanding and realistic environment.
Teaching with HFS can enhance students’ knowledge and clinical practice. In order to
optimize students' clinical knowledge and practice at all stages of simulation experiences, it is
important to adopt effective teaching strategies that induce students to process their practical
knowledge and refine their psychomotor skills. Hence, debriefing is the cornerstone of teaching
methods in HFS (Cantrell, 2008). The term debriefing has been used in several contexts, but
originally came from the military field; today it is used in business and educational settings
(Raths, 1987; Stolovitch, 1990). In addition, debriefing has been defined specifically in clinical
simulation as the period at the end of the simulation scenario when the clinical facilitator and
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students re-examine and discuss what occurred during that scenario, with the goal of developing
the knowledge, skills, and rational underpinning clinical practice (Neill & Wotton, 2011).
Didactic approaches to clinical education without debriefing approaches are unlikely to
adequately prepare students for clinical practice because of a need to combine core knowledge
with clinical skill (Buykx et al., 2011; Tiwari et al., 2005). Nursing students need to learn the
purpose of applying knowledge, testing theories, and mastering skills. Cantrell (2008) stated that
debriefing is a constructivist teaching approach and is a central part of all levels of simulation
that solidifies the learning process. Although, the format and process of debriefing can vary
considerably, it is common for clinical facilitators and nursing students to review what went
right, what went wrong, and what should be done differently during the next simulation
experience (Dreifuerst, 2009). Based on this didactic approach of simulation, debriefing includes
a discussion between the clinical facilitator and students to meet the intended learning objectives.
Accordingly, after participating in a specific simulation scenario, the clinical nurse educator
should focus on critique of students’ performance by asking the participants to describe what was
done correctly, what was not done correctly, and what they would do differently next time
(Decker, 2007; Flannagan, 2008). Answering these questions is very important for students to
master their performances. During the discussion that is led by the clinical educator, students use
the inductive and deductive thinking skills that are foundational to critical thinking. In this
technique, debriefing is considering a formative feedback to students based on evaluation of their
performance (Dreifuerst, 2012).
Moreover, there are two types of debriefing methods: a verbal discussion debriefing (V),
which is the most common didactic approach led by a clinical facilitator or a video-assisted
verbal debriefing (VA + V), which is less commonly used in clinical simulation (Chronister &

COMPARING SIMULATION DEBRIEFING

5

Brown, 2012). Video-assisted verbal debriefing is a method that contains video playback of
portions of the simulation scenario, as well as verbal discussion. Video-assisted verbal debriefing
is very useful in terms of fostering visual experience (Chronister & Brown, 2012). These two
methods of debriefing play an important role to enhance student knowledge and practical skills,
which improve the quality of patient care in clinical settings. The purpose of this study is to
compare the effectiveness of verbal debriefing versus video-assisted verbal debriefing on
students’ learning experiences and the importance of the experience to the student; and the
research question posed for this study is, “Do students learn and gain more experience with
video-assisted verbal debriefing as compared to traditional verbal debriefing?”
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CHAPTER 2
REVIEW OF LITERATURE AND THEORETICAL FRAMEWORK
Review of Literature
A search for relevant literature was undertaken to assemble the best available evidence
relating to debriefing methods in high fidelity simulation. The data of literature review were
collected by using three electronic databases, CINAHL, MEDLINE, and ProQuest, as primary
sources. This literature review focused on previously conducted research articles that were
published in English between the years from 2005 and 2013. The keyword searches and phrases
“debriefing, high fidelity simulation, debriefing clinical experience, debriefing simulations with
video, nursing education, and nursing simulation debriefing” were used in the electronic
databases and resulted in 30 articles from CINAHL, 43 articles from MEDLINE, and 387 articles
from ProQuest. Following a review of abstracts, nearly 400 articles were excluded because they
were not relevant to a comparison of debriefing methods in high fidelity simulation of
undergraduate nursing students. Furthermore, additional specific criteria were used to ensure the
selection of full-text articles that provided the most relevant evidence supporting this study.
Articles were excluded if they (a) focused on post-graduate nurses, (b) addressed students who
have difficulty in hearing and vision, or (c) did not mention the debriefing session in HFS. Eight
research articles were found that met both inclusion and exclusion criteria. The evidence from
these articles is detailed in this review and summarized in Table 2.1.
Increasing Knowledge
Developing teaching-learning strategies is a noteworthy goal in nursing education. Many
researchers have shown that HFS has the potential to increase experiential learning skills.
Shinnick, Woo, Horwich, and Steadman (2011) conducted an experimental study to scrutinize
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the impact of simulation components (hands-on alone and hands-on plus debriefing) on heart
failure (HF) clinical knowledge in undergraduate nursing students. Shinnick et al. (2011) used a
convenience sample of 162 junior nursing students enrolled in medical-surgical courses from
three schools of nursing that used the same simulation equipment. The researchers intended to
evaluate student knowledge by comparing two different teaching methods (hands-on and handson plus debriefing) in the simulation lab. The researchers used a two-group, repeated measure,
experimental design. The evaluation of students before simulation knowledge (pretest),
immediately after hands-on experience (posttest 1), and immediately after both hands-on
experience and debriefing (posttest 2) focused on the symptoms management of the HF patient
and used a 12-item, multiple-choice questionnaire developed by the investigators. The tools
focused on desired nursing interventions for common issues related with HF. The maximum
score on each of the HF knowledge tests was 100. HF knowledge scores decreased from the
pretest to the first posttest (after the hands-on component of the simulation; M = -5.63, SD =
3.89; p < .001), whereas they dramatically improved after debriefing (M = + 6.75, SD = 4.32; p =
< .001). Within this study, the experimental group who had hands-on training with debriefing
session significantly increased in their knowledge compared to the control group who had handson training only. Hence, debriefing or reflective discussion should be acknowledged as an
effective teaching strategy in nursing education, specifically in HFS in terms of increasing
student clinical knowledge. Moreover, the researchers found that the debriefing session was the
most important component in clinical simulation because knowledge was gained only after
debriefing.
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Addressing Clinical Problems
In addition to increasing student knowledge, researchers have demonstrated that HFS
offers students an experiential opportunity to discover and address clinical problems while
practicing nursing care without exposing patients to any harm. Equally important, debriefing is
beneficial for students because it facilitates meeting the course objectives, increases student
knowledge, and supports better quality of nursing care. Wotton, Davis, Button, and Kelton
(2010) conducted a research study evaluating students’ perception toward HFS. Three hundred
third-year nursing students participated in this exploratory study. The researchers found that
more than 95% of participants valued the importance of the debriefing session. The authors
reported that participants agreed that feedback sessions confirmed management of patients’
problems, helped to develop rationale for actions, and explained many things that were unclear
after the simulation scenario (Wotton et al., 2010). Thus, the debriefing session can be viewed as
the main component of clinical simulation that promotes critical thinking and enhances a
student’s ability to prioritize care management based on patient needs in terms of achieving
desired outcomes.
Comparing Debriefing Modalities
Other research has also demonstrated the benefit of debriefing, but has focused on
comparing debriefing methods in HFS. There are few studies comparing debriefing with video
and debriefing alone. Chronister and Brown (2012) conducted a pilot study, and recruited a
convenience sample of 37 baccalaureate-nursing students from a senior-level critical care
nursing course at a midwestern U.S. university during the fall of 2009. A comparative, crossover
design was used. Students in an undergraduate critical care course were randomly divided into
two groups. Both groups participated in a standardized simulation, and then one group received
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only verbal debriefing (V) and the other received video-assisted verbal debriefing (VA+V). The
researchers aimed to evaluate the effect of two debriefing styles on the quality of student skills
(assessment and psychomotor), skills response time, and knowledge retention in senior-level
critical care students who engaged in a cardiopulmonary arrest (CPA) simulation. The quality of
student skills (assessment and psychomotor) was measured with the Emergency Response
Performance Tool (ERPT), a checklist of 19 skills that are scored by assignment of a whole
number ranging from 0 to 2 (with the higher scores indicating better performance). The total sum
of the 19 items could range from 0 to 32. Skills response time was measured with four timed
skills that are part of the ERPT. Knowledge in this study was measured with a 10-item multiplechoice exam. The pretest score established baseline knowledge and was given in week six of the
course, before first CPA simulation (CPA1), and was compared with posttest score earned one
week later, before the second CPA simulation (CPA2). Knowledge retention was determined by
evaluation of the change in exam score results from pretest to posttest. In week six of the sevenweek course, students were randomly assigned to either group 1 using VA+V debriefing, or
group 2 using V debriefing, by selecting names from a hat. Notably, the researchers used the
same evaluation tools and repeated measures for both groups. More clearly, students in group 1
who initially received VA+V debriefing in week six also received V debriefing in week seven,
and students in group 2 received V debriefing in week six while also receiving VA+V debriefing
in week seven. The researchers intended to provide the same procedures and ensure equality in
the student learning experiences for both groups. Nevertheless, the qualities of skills, measured
with rating of 19 items on the ERPT, were compared as a whole between CPA1 and CPA2
performances. The researchers also analyzed differences between the debriefing groups by
comparing the change score from baseline after CPA1 with scores earned on CPA2. As a whole,
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the ERPT scores improved significantly from CPA1 to CPA2 (p = .025), indicating that all
student groups benefitted from repetition of the simulation scenario. The ERPT scores
demonstrated that group 1 (VA+V) scores improved more from the baseline but were not
statistically significant (p = .71). Analysis of the change in timed scores on the ERPT from
CPA1 to CPA2 showed that both student groups had faster times on all skills when responding
during the CPA2 simulation (p = .025), suggesting that repetition improves performance. A
paired dependent-independent t-test comparing debriefing groups showed that group 1 (VA+V)
had significantly faster times for completing skills. Pretest knowledge scores from week six were
compared with posttest scores from week seven. With a possible score range of 0 to 10, the
pretest score mean of 6.3 in group 1 (VA+V) decreased to a posttest score mean of 4.95. There
was a slight increase in scores by group 2 (V), from 5.14 to 5.57. The change in scores from
pretest to posttest were calculated with a two-tailed t-test, which showed a statistically significant
difference (p = .008). These findings suggest greater knowledge retention occurred in the V
group. In brief, the quality of skill improvement was higher and response times were faster for
students in the VA+V group. Knowledge retention was more positively affected by V debriefing
(Chronister & Brown, 2012).
As simulation is becoming more and more important in the instruction and learning of the
clinical nursing courses, the need for effective methods of the instruction is on the rise.
Debriefing is an essential part of simulation, but there is not enough evidence available in the
nursing literature on the effective method of debriefing. Reed, Andrews, and Ravert (2013)
conducted a research study that compares the debriefing methods in HFS. The authors used a
convenience sample of 64 undergraduate nursing students at a university in the western United
States. The students were enrolled in the critical care course, and the debriefing was part of the
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teaching-learning activities in the simulation lab of their course. The students were in the fifth
semester of a seven-semester curriculum and had participated in seven to eight simulation or
debriefing exercises. The participants had previously experienced debriefing alone, and none of
them had participated in debriefing with video as part of their clinical debriefing experience. The
authors used a quasi-experimental design to compare nursing student experiences between two
different debriefing methods: debriefing with video and debriefing alone (Reed et al., 2013). The
participants were divided randomly after completing simulation scenarios in two groups; one
group received debriefing with video and the other group received debriefing alone. The authors
used the Debriefing Experience Scale that was developed by Reed (2009, 2012). The items on
the scale are rated in two different areas: the experience for the student, and the importance of
the experience to the student. Only the experience portion of the scale was used for the study. A
combination of Kolb’s (1984) experiential learning theory and Thiagarajan’s (1980) experiential
model were used to guide the debriefing sessions for the study. The simulation and debriefing
lasted one hour 30 minutes with one hour for simulation, five minutes for allowing the
participants to move from the simulation lab to the debriefing location, and 25 minutes for
debriefing. For the simulation exercise, four groups of students, eight students in each group,
participated in the simulation, while the other four groups observed the simulation in the same
room. After completion of the simulation, each eight-student group was randomly selected to
participate in either video based debriefing or debriefing alone. Debriefing with a video consists
of video clips with five discussion questions to guide the debriefing discussion while the
debriefing alone consists of the same five discussion questions without video. After completing
the debriefing sessions, students were invited to participate in research study, which included
completing a questionnaire that measures the debriefing experience of the students. However, the
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findings of the study showed no statistically significant differences between the two debriefing
modalities on 17 of 20 items. Statistically significant differences were found in the debriefing
with video compared to debriefing alone in two of the items: first, “Debriefing helped me to
make connections between theory and real-life situations,” and second, “I had enough time to
debrief thoroughly.” Statistically significant differences were found with debriefing alone
compared to debriefing with video in one item: “Debriefing session facilitator was an expert in
the content area.” The researchers concluded that there is no evidence demonstrating that one
method of debriefing is superior over the other of the two debriefing types, despite the fact that
the participants reported that the both debriefing types are important in learning as part of their
experience.
Yet, the use of video-assisted verbal feedback is not unique to the nursing discipline.
Research evaluating the use of VA + V in medical education has produced similar findings. In
medical education, second year general surgery residents have reported that VA+V debriefing
was helpful to improve their skills, and these residents viewed VA + V as an enjoyable teaching
tool that enhances teamwork (Hamilton et al., 2012). The researchers did a survey to assess the
effectiveness of video debriefing on the 11 participants’ performance that consisted of team
evaluation instruments, which used a 3-point Likert scale. Initially, residents were either unsure
as to their competency to serve as a team leader (70%) or felt they were not competent to serve
as team leader (30%). On the other hand, following the video debriefing, ninety percent of
residents reported that the videotaping was very to extremely helpful in improving team function
and clinical competency. The mean team function score improved significantly after video
debriefing (p < 0.05) (Hamilton et al., 2012).
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The debriefing methods in simulation show few differences regarding which type of
debriefing has a more positive impact. Sawyer et al. (2012) published a study which included a
randomized clinical trial by comparing the effectiveness of the video-assisted debriefing to oral
debriefing alone at improving neonatal resuscitation performance in a neonatal resuscitation
program in order to investigate the additional benefits of the video-assisted debriefing compared
to the traditional oral debriefing alone. The study employed prospective randomized design and
recruited 30 subjects, divided into 15 teams of 2 subjects each, and these subjects were
randomized to receive either video-assisted debriefing or traditional oral debriefing while
completing a series of three neonatal resuscitation simulation sessions of 20 minutes each over a
period of nine months. The three simulation sessions established a baseline level of performance,
provided an opportunity for practice, and evaluated the effect of practice. Measurements of
neonatal resuscitation performance and times to complete critical tasks in resuscitation were
compared on the first (pretest), second, and the third (posttest) simulation sessions. Neonatal
resuscitation performance was scored using a previously validated scoring instrument called the
Neonatal Resuscitation Performance Evaluation tool, which gave mean performance scores in
various subdomains of neonatal resuscitation. The performance of the subjects was measured in
seven subdomains: (1) preparation and initial steps, (2) communication of heart rate, (3) positivepressure ventilation, (4) chest compressions, (5) intubations, (6) medication administration, and
(7) umbilical vessel catheterization. The results has shown that (1) the video-assisted debriefing
group had a greater improvement in overall neonatal resuscitation performance scores when
compared to the group of oral debriefing, although the difference was statistically insignificant,
(2) the size of calculated educational effect of video review during debriefing was small, (3)
there was no difference noted in performance scores for any of the seven subdomains of neonatal
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resuscitation or for overall performance between the two groups on the pretest and posttest, and
(4) there was no significant difference in time to complete the critical tasks of neonatal
resuscitation between the two groups on either the pretest or the posttest. This concludes that the
video assisted debriefing did not have any significant educational benefits when compared to
traditional oral debriefing and the effective method for facilitated debriefing remains unclear.
Summarizing Literature Review
In summary, the overall literature reviewed provided support for the proposed research
project. Nevertheless, a clinical nurse educator must play a central role to guide and facilitate the
debriefing phase while students review their own intervention in clinical simulation. Video
reviewing may require extra time to engage students to reflect, analyze, and discuss viewpoints
that help them refine knowledge and practice. Garrett, Macphee, and Jackson (2010) asserted
that videotaping was a key activity for the entire process during clinical simulation experiences
and learning consolidation. A major benefit of videotaping is the precise portrayal of events. This
ensures that critical knowledge is not misinterpreted or missed as can occur if debriefing is based
on verbal discussion alone. Moreover, with video, there is no uncertainty about what actually
occurred, whether it is positive or negative. VA+V debriefing offers a unique opportunity for
students to view themselves from a different perspective, namely observation of their ability to
interact with simulated scenario. Therefore, moving from the perspective of participant to
observer can help the students see where they performed well and where they could improve
their clinical practice (Arafeh, Hansen, & Nichols, 2010). Similarly, video playback provides
clinical educator feedback and formative evaluation of students’ experience.
Despite the evidence on general simulated debriefing, little research has been conducted
about HFS debriefing. Evidence on the effectiveness of debriefing methods in the undergraduate
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nursing curriculum is scarce. Engaging innovative learning tools is noteworthy to facilitate the
learning process, and provides a suitable learning environment that is congruent with students'
preferences. It is therefore hypothesized that incorporating VA + V debriefing within HFS may
enhance the development of students’ critical thinking and clinical judgment, ultimately leading
to favorable outcomes on patient care.
Theoretical Framework
High Fidelity Simulation (HFS) as defined by Weatherspoon and Wyatt (2012) is an
artificial representation of the real-world situations designed to provide harm-free and interactive
environments in which students can practice clinical scenarios, psychomotor skills, and develop
critical thinking skills. In addition, debriefing plays an important role in HFS because it enhances
learning opportunities and enables students to learn from their mistakes. Although, Jefferies
(2005) stated that Debriefing is “A valuable tool when used with simulation, DEBRIEFING is
sometimes overlooked. A debriefing activity reinforces the positive aspects of the experience and
encourages reflective learning, which allows the participant to link theory to practice and
research, think critically, and discuss how to intervene professionally in very complex situations”
(p. 101). Hence, experiential learning is pivotal aspect to the nursing students in gaining
knowledge and refining their psychomotor skills. Critical discussion after clinical exercise is a
crucial component to critique and analyze students’ learning experience. Additionally, since this
research project focuses on learning experience in HFS, Kolb’s experiential learning theory
(ELT) has been chosen to guide the study.
Experiential learning theory defines learning as "the process whereby knowledge is
created through the transformation of experience. Knowledge results from the combination of
grasping and transforming experience" (Kolb 1984, p. 41). In addition, Kolb (1984) describes
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learning as the process whereby knowledge is constructed through transformation of experience
learning. This learning is a lifelong process resulting from continual person-environment
interaction and involves feeling, thinking and behaving. Kolb’s model conceptualizes learning as
a process that integrates experience, perception, cognition, and behavior. However, ELT has four
components: concrete experience, reflective observation, abstract conceptualization, and active
experimentation. In order to obtain an effective learning approach, students need to move
through each of these processes. In fact, nursing students have an opportunity to practice nursing
process in HFS, which utilize the main four components of the ELT. Furthermore, according to
Kolb’s theory, active participation is an important factor in effective learning.
Nursing students within the simulated lab are actively participating and interacting with
the simulation scenarios. All of these components are compatible and applicable in the nursing
clinical education simulation arena and lead the student to achieve desired learning outcomes.
These components are portrayed in diagram that can be found in Figure 2.1. Engaging students
in a simulation scenario provides concrete experience in which they can fully participate and
interact with a high-fidelity simulated patient. Post scenario debriefing (either video-assisted
verbal debriefing or verbal debriefing only) provides the opportunity for students to reflect on
their previous experiences and their performance in the simulation scenario. This then begins an
evaluation or examination of how and what may have influenced their clinical decisions. The
clinical educator should lead the discussion about clinical simulation scenarios that are related to
students’ experience and highlight the main points to reinforce the learning experience process.
The students should reflect on the actions, decisions, communications, and objectives of the
simulation experience. The clinical educator should facilitate the debriefing by focusing on
specific topics for discussion related to the clinical learning objectives while also emphasizing
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appropriate, safe nursing care and decision making (Jeffries & Rogers, 2007). This fosters the
conceptualization of their experience or an ability to integrate their observations into logically
sound theories. Video-assisted verbal debriefing of the simulation scenario should be reviewed to
address the essential knowledge and practice. The experience of high-fidelity simulation in
association with an effective debriefing provides a positive impact on the students cognitive,
associative, and psychomotor skills. Finally, active experimentation occurs when students have
an opportunity to identify their areas of improvement, work to improve their clinical skills and
knowledge, and then transfer these skills to a real clinical situation.
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Figure 2.1. Nursing Clinical Education Simulation Experience Framework (NCESF) described
through Kolb’s cycle of experiential learning (Kolb, 1984).

1. Simulation Experience
(Concrete Experience)

4. Clinical Settings or Real- life
Experience
(Active Experimentation)

Students
Cognitive,
Affective, and
Psychomotor
Domains
3. Generate and Grasp New
Concepts
(Abstract Conceptualization)

2. Debriefing Session:
Reflective Thought
(Reflective Observation)
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Table 2.1 Review of Literature and Level of Evidence Summary Grid
Citation and Level of
Purpose
Evidence
Chronister & Brown, Evaluate the effect of
(2012).
two different debriefing
styles (video-assisted
verbal debriefing
Level II
VA+V, verbal
debriefing only V) on
quality of student skills
(assessment and
psychomotor), skills
response time, and
knowledge retention.

Dreifuerst, (2012)

Level VI

Test the relationship
between Debriefing for
meaningful Learning
(DML) and the
development of clinical
reasoning skills in
nursing students when
compared with
customary debriefing
strategies used with
HFS experiences.

Sample

Design

Convenience
A comparative
sample of 37
and crossover
baccalaureate
design
nursing students

Measurement
*IV:

verbal
debriefing, videoassisted verbal
debriefing
*DV: quality of
student skills
(assessment and
psychomotor),
skills response
time, and
knowledge
retention

Convenience
Exploratory,
IV: DML
sample of 238
quasiDV: Clinical
nursing students experimental,
reasoning skills
pretest–posttest
design

*IV: Independent Variable
*DV: Dependent Variable

Results/ Findings
Quality of skill
improvement was higher
and response times were
faster for students in the
VA+V group.
Higher knowledge
retention was seen in the
V group.

DML is an effective
debriefing method,
contributes to the body of
knowledge, supports the
use of debriefing in
simulation learning, and
supports the development
of best quality teachinglearning experience.
Greater change in clinical
reasoning skills.
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Table 2.1 continued
Citation and Level of
Purpose
Evidence
Hamilton et al. (2012) To demonstrate that
instruction of proper
team function can
Level VI
occur using highfidelity simulated
trauma resuscitation
with video-assisted
debriefing and that this
process can be
integrated rapidly into a
standard general
surgery curriculum.
Neill et al. (2011)

Level V

The aim of this
literature review is to
analyze the literature
on the use of
simulation debriefing
in nursing education
and to recommend
avenues of further
study.

Sample

Design

Measurement

Results/ Findings

Convenience
sample of 11
second-year
general surgery
residents

Nonexperimental
Descriptive
study

IV: Video-assisted
debriefing
DV: Team
performance in
simulated trauma
resuscitation

Ninety percent of
residents found the video
debriefing very to
extremely helpful in
improving team function.
All participants felt more
competent as both team
leaders and team
members because of the
video debriefing

Seven articles
from the United
States and two
from Australia

Nonexperimental
Descriptive
study

IV: HFS
DV: Debriefing

This literature review
confirmed debriefing as
central to successful HFS
education strategies.
Concurrently it identified
the scarcity of nursing
research exploring
debriefing methods.
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Table 2.1 continued
Citation and Level of
Evidence
Reed et al. (2013)

Level VI

Sawyer et al. (2012)

Level II

Purpose

Sample

Design

Measurement

Results/ Findings

Evaluated the
differences in the
student experience
between two debriefing
types: debriefing with
video and debriefing
without video
(debriefing alone).

Convenience
Quasisample of 64
experimental
nursing students design
in a
baccalaureate
undergraduate
nursing
program

IV: Debriefing
with video,
debriefing alone
DV: Nursing
student experience
during debriefing

Using video-assisted
debriefing may not offer
significant advantage
over oral debriefing
alone. No evidence was
found showing either
debriefing with video or
debriefing alone to be
superior when used in
undergraduate nursing
students. A few
differences exist, students
reported overall that their
experiences were
minimally different.

Compare the
effectiveness of videoassisted debriefing to
oral debriefing alone at
improving performance
in neonatal
resuscitation

30 resident
physicians
divided into 15
teams of 2
members each

IV: Oral debriefing
alone, videoassisted debriefing
DV: Performance
and times to
complete critical
tasks in neonatal
resuscitation
simulation

Results suggested that the
use of video-assisted
debriefing may not offer
significant advantage
over oral debriefing
alone.

Experimental
prospective
randomized
clinical trial
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Table 2.1 continued
Citation and Level of
Evidence
Shinnick et al. (2011)

Level II

Wotton et al. (2010)

Level II

Purpose

Sample

Design

Measurement

Results/ Findings

Determine where in the
process of HFS (handson alone vs hands-on
plus debriefing)
knowledge is gained.

Convenience
sample of four
cohorts of
prelicensure
nursing students
(N = 162)

Experimental
(two groups,
pre-test /posttest design)

IV: Simulation
components
(hands-on alone
and hands-on plus
debriefing)
DV: Heart failure
(HF) clinical
knowledge

Gains in HF knowledge
were achieved only after
debriefing. The
debriefing experience
should be emphasized in
a standardized simulation
learning experience.

Evaluate nursing
students’ perceptions of
their experiences with
three high-fidelity
simulations in a clinical
nursing course.

Convenience
Mixed method
sample included design
all third-year
students (N =
300) enrolled in
a clinical
nursing course.

IV: High-fidelity
simulation (HFS)
DV: Students’
perceptions

Consolidate students
learning experience and
increase their perceptions
of the application of this
learning to practice.
HFS increases students’
knowledge and
confidence. More than
95% of the participants
agreed that debriefing
sessions were very useful
and confirmed
management of patients’
problems
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CHAPTER 3
STUDY DESIGN AND METHODOLOGY
Study Design
This study was conducted by utilizing a quantitative, quasi-experimental comparison
group of post-test-only design. This quasi-experimental design was chosen because there was no
randomized selection of subjects into groups. The subjects were divided into either an
experimental or comparison group and the differences between the groups were measured
statistically. This study was intended to compare the effectiveness of two debriefing methods in
HFS, verbal debriefing (V) versus video-assisted verbal debriefing (VA+V), in students’ clinical
learning experience. The students were randomly assigned to two groups. The comparison group
had a V debriefing approach, while the experimental (intervention) group had a VA+V
debriefing approach. After these interventions were incorporated into specific simulation
scenarios, students received the same questionnaire that was focused on two areas. The first part
focused on their clinical learning experience, and the second part focused on how this simulation
experience is important regarding the debriefing session in order to measure which debriefing
style has a more effective didactic approach or has a stronger relationship that fosters students’
learning experiences.
Study Setting and Population
A private and religious university was the setting for this research study. The university is
located in the northwest of Indiana of the United States of America, and was founded 1859. This
university offers more than 70 majors in five undergraduate colleges. It also offers over 40
master’s and two doctorate degrees. The university has a strong international presence with
around 500 students from around the globe as well as 17 partnerships with schools from Europe,
Asia, Africa, and South America. The College of Nursing at this university has an undergraduate
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baccalaureate program (BSN), Master of Science in Nursing-nurse educator program (MSNNEd), and Doctorate in Nursing Practice (DNP). The college of nursing is accredited by the State
of Indiana Health Professions Bureau-Indiana State Board of Nursing, and Commission on
Collegiate Nursing Education.
Participants
A non-probability, convenience sample of 64 nursing students was asked to participate in
this study. The nursing students were recruited from a private university in Northern Indiana who
were enrolled in a junior-level medical-surgical nursing course (NUR 354) during the fall
semester 2013. Those students were required to participate in simulation activities as part of their
clinical assignment. The clinical experience within the selected medical-surgical nursing course
includes groups of four students caring for a simulated patient hospitalized with diverticulosis
and chronic diverticulitis, and underwent colonoscopy of sigmoid colon resection. The case
scenario was developed using the simulation learning system (SLS) platform from Elsevier, but
has been adapted by College of Nursing faculty to meet previously established objectives.
Feedback is included within the simulation experience. Faculty members have the option of
providing verbal or video-assisted verbal feedback. No previous studies have been conducted to
evaluate or compare the effectiveness of feedback within the simulation experience at this
university. Currently, there is no letter grade assigned to the activity, but students are required to
participate in the simulation in order to receive a satisfactory “S” clinical grade.
At the start of the fall semester, the researcher provided a brief explanation about the
purpose of the study on the first day of the theory class during the course NUR 354 orientation
(See Appendix A). Moreover, the researcher then discussed the study purpose again before the
clinical simulation lab period in terms of recording simulation scenario. This discussion also
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included a statement that participating or not participating in the research study would not affect
their grade in this course. As noted earlier, students are expected to complete the simulation
experience as a mandatory requirement for the course NUR 354. Because the physical,
psychological, and cognitive demands of the study participation were no more stringent than the
clinical requirements for the clinical course, all students were eligible to participate in this study.
No additional exclusion criteria are warranted, but participants were made aware that they were
allowed to discontinue participation in the study without impacting their grade. However, all 64
students chose to participate in this study.
Instruments
The instrument selected for use in this study is the Debriefing Experience Scale (DES)
developed by Reed (2012). In the planning phase of instrument development, Reed conducted a
comprehensive review of simulation literature and addressed the importance of the debriefing
phase to develop this tool. The Debriefing Experience Scale was exposed to the three nationally
known nursing simulation experts, who reviewed it for content and wording (Reed, 2012).
Moreover, the tool was exposed to the peer evaluation review in order to analyze and critique
this tool and ensure its validity and reliability, and readiness to be used to evaluate the student
learning experience in debriefing (Reed, 2012). In addition, Reed (2012) conducted a pilot study
that contained 130 participants in an undergraduate baccalaureate nursing program to ensure the
validity and reliability of this instrument. The participants in the pilot study were randomly
divided into two groups. Group one received video-assisted oral discussion debriefing, and group
two received oral discussion debriefing without video. Since the establishment of validity and
reliability, the scale has been used in two research studies (Reed, 2012). However, according to
Reed (2012), the instrument contains 20 items, and it has two scales within the DES, and both
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scales are rated with Likert-type rating, “but with different labels for the anchors in each scale”
(p. 212). The experience has Likert-type rating from 1 (strongly disagree) to 5 (strongly agree).
The importance scale is sharing the same 20 items as the experience scale, and has Likert-type
rating from 1 (not important) to 5 (very important). Although, the tool has four main sections
that addresses the most essential attributes of debriefing in the clinical simulation. The first part
focuses on analyzing thoughts and feelings, which contains four items related to emotional,
psychological, behavioral, and environmental aspects of debriefing (Reed, 2012). The second
section or subscale contains eight items that focuses on learning and making connection. The
third subscale includes five items that aimed to evaluate the facilitator skill in conducting the
debriefing. Finally, the last subscale contains three items that aimed toward the facilitator’s
guidance during the debriefing session (Reed, 2012). The two scales in the DES are aimed to
measure “(a) the student experience during debriefing and (b) the importance of those
experiences to the student” (Reed, 2012, p. 214). Both scales in the Debriefing Experience Scale
were used in this study. This tool (Appendix B) was used and author permission was obtained as
well. The author permission can be found in Appendix C.
Method of Data Collection/ Procedure
Valparaiso University Institutional Review Board (IRB) approval was obtained
(Appendix D). A convenience sample of 64 students who are enrolled in a junior-level medicalsurgical nursing course during the fall 2013 semester were recruited from a private university in
the northwest of Indiana. A brief explanation and discussion about the purpose and procedure of
the study were given to the participants. The researcher was working with the simulation faculty
members to assign each group randomly to (a) verbal debriefing or (b) video-assisted verbal
debriefing. The data were collected when the participants had completed the clinical simulation
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training; they were asked to fill out the questionnaire and demographic data (Appendix B), and
then drop them in a locked secure box, which was located in the simulation lab. Students
received the demographic and questionnaire together; since no name is required on these forms,
an identification number was assigned to ensure the reliability for statistical analysis purposes.
Overview of Nursing Simulation Scenario
The simulation environment is realistically adjusted to simulate real life clinical settings.
In the simulation lab, all necessary equipment is available to nursing students in order to provide
efficient nursing care to a simulated patient (SIM Man) in a simulation scenario. This midwestern university utilizes Evolve-Elsevier simulation learning system (SLS) virtual learning
platform for its simulation experiences. SLS platform from Evolve comes with a set of pre-made
simulation scenarios developed by experts in the field of simulation, and has been adapted by
the College of Nursing faculty to meet the objectives established for undergraduate students.
Every simulation scenario was facilitated by two clinical faculty members who also led the
debriefing session immediately after the simulation. The clinical faculty members are experts in
simulation in which one faculty is the content expert and the other faculty is the role of
simulation expert.
This simulation scenario depicted a patient admitted to an ICU with the chief complaints
of diverticulosis with chronic diverticulitis. The patient for this scenario is a 43 year old
Vietnamese American male. This patient underwent a planned laparoscopic sigmoid colon
resection. The patient was transferred from the post- anesthesia care unit to surgical ICU for
monitoring. Patient eventually developed hypovolemic deterioration evidenced by changes in
vital signs (temperature 102 F /pulse 130 /respiration 28/ blood pressure 80/65), progressive
pain, thirsty, dizziness, and confusion. The purpose of this scenario is to provide students with an
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opportunity to assess and manage care for a postoperative patient experiencing hypotension due
to a fluid-volume deficit.
Scheduling for this medical-surgical simulation was initiated in the beginning of their
semester by providing a sign-up times schedule. Time span for each slot was one hour and thirty
minutes. Students self-scheduled themselves to their preferred spots/slots via electronic sign ups
powered through their Blackboard.
The time allotted for the case scenario was one hour and thirty minutes. The first thirty
minutes, the clinical facilitators orient the students to the environment, equipment, simulator, and
personal. All necessary equipment and supplies such as blood pressure cuffs, pulse oximeters,
thermometers, medications, gloves, dressings, and documentation forms were available for use
during the simulation scenario. For example, orientation to equipment includes educating
learners to operate the patient monitors, probes, charting using EHR (electronic health record),
oxygen supply, and bed control. Yet, the clinical educators were educating the students about
when they can call for help to administer medication. After the orientation phase, actual
execution of simulation begins. This phase starts by a SBAR (situation, background, assessment,
and recommendation) hand off to students from the previous shift nurse which the clinical
instructor was role playing for this patient. The four students were getting the medical report
regarding patient’s condition from the clinical facilitator whose shift was completed. The other
clinical facilitator is running the computer to operate the simulation scenario.
The second thirty minutes was assigned to students who were going to do their
intervention. The four students should select or delegate their roles: one would be a charge nurse
and three would be bedside nurses. Students self-delegate their roles in simulation using four
pre-identified roles (charge nurse and bedside nurses). During the second half-hour all students
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should take care of the simulated patient and intervene to demonstrate their clinical knowledge
and practical skills. For example, the students should demonstrate aseptic technique, introduce
themselves to the patient, confirm the patient’s ID band and date of birth, apply the safety
measures of six rights, and then intervene when the patient starts to complain from shortness of
breath, dizziness, and pain; which all of these signs and symptoms are simulated for the postoperative hypovolemic patient. The students should recognize what is going on with the patient
and how they can provide nursing care.
When the simulated scenario is done, the clinical faculty members immediately start the
debriefing session. According to Neill et al. (2011), the best time to debrief is immediately after
simulation exercises. Many research studies suggested that debriefing should immediately follow
the simulation activities. The nursing students in previous studies perceived that immediate
debriefing is helpful in terms of increasing their learning opportunity as the simulation
experience is still fresh in their minds and they remained involved in the learning activity
(Cantrell, 2008; Neill et al., 2011; Wotton et al., 2010). The two debriefing methods (V or
VA+V) were used in this study, and the clinical faculty structured the following five questions to
guide the discussion: a. What do you think about your intervention as a group; b. Which areas do
you think need improvement; c. What was/were some of these challenges you faced in the
scenario; d. How could you do these things differently next time; e. Tell us about your
experience and how are each of you feeling?
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CHAPTER 4
STATISTICAL ANALYSIS AND RESULTS
Statistical Analysis
The 20 items of both areas (experience and importance) included in the Debriefing
Experience Scale (Reed, 2012) were analyzed statistically using IBM’s SPSS version 18.0
(Statistical Package for Social Science, SPSS, Chicago, IL). Data were analyzed using
independent samples t-test with the statistical significance level set at p ˂ .05. This statistical test
was chosen because this study is testing the differences between two groups, the control group
(V debriefing) and the comparative group (VA+V debriefing). This statistical test is an
appropriate choice for analysis of the data.
Results
Almost all of the undergraduate nursing students in this study (63) were experiencing
simulation exercise and debriefing for the first time (98.4 %), and only one student had previous
experience of debriefing (1.6 %). The average age of the participants was 22.81, the age for both
groups are depicted in figure 4.1 and 4.2. Moreover, 60 students were female (93.7 %), and 4
students were male (6.3 %). The ethnicity of the participants was: White (Caucasian) 52 (82.5%),
African-American 3 (4.7 %), Hispanic 4 (6.3 %), and other 5 (7.8 %), as depicted in figure 4.3,
and 4.4 for both groups. In this study, the results showed only 7 (10.9 %) students who are health
professional student, which are registered nurse and certified nursing assistance (RN/CNA). 63
participants are taking NUR 354 for the first time. The average overall GPA for all the
participants was 3.06 and the nursing GPA was 3.29. Further information about demographic and
academic characteristics of both groups can be found in Table 4.1.
Based on the t-test of independent samples 18 of 20 items on the experience scale were
non-significant. There were only two significant items, which are Item 2 (VA+ V debriefing M =
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4.86, SD= .34, ± = .06; V debriefing M = 4.55, SD= .50, ± = .07; p = .007), and question 12
(VA+V debriefing M = 4.56, SD = .62, ± =.11; V debriefing M = 4.20, SD = .64, ± .11; p = .027).
Both items showed significantly higher scores in the group who had video-assisted verbal
debriefing. The results can be found in the Table 4.2.
Within the importance subscale, 10 of 20 items were found to be non-significant while 8
were significant and 2 were approaching significance level (items 3 and 5). Statistical data for
the significant items on the importance subscale can be found in the Table 4.3.
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Table 4.1
Demographic and Academic Characteristics of Both Groups of the Sample (N = 64)
Debriefing with Video V
Debriefing Alone
Characteristics
n = 30
n = 34
n (%)
n (%)

Total
N = 64
n (%)

Gender
Male

3 (10)

1 (2.9)

4 (6.2)

Female

27 (90)

33 (97.1)

60(93.8)

Mean

22.80

21.65

22.81

Standard Deviation

4.90

4.46

4.67

White/Caucasian

23 (76.6)

29 (85.3)

52(81.2)

African-American

3 (10.0)

0 (0)

3 (4.6)

Hispanic

2 (6.6)

2 (5.9)

4 (6.2)

Other

2 (6.6)

3 (8.8)

5 (7.8)

Health Professional Student
(RN/CNA)
Yes

1 (3.3)

6 (17.6)

7 (10.9)

No

29 (96.7)

28 (82.4)

57(89.1)

Yes

1 (3.3)

0 (0)

1 (1.6)

No

29 (96.7)

34 (100)

63(98.4)

Yes

29 (96.7)

34 (100)

34(100)

No

1 (3.3)

0 (0)

0 (0)

Mean

3.09

3.01

3.06

Standard Deviation

.34

.40

.37

Mean

3.28

3.29

3.29

Standard Deviation

.29

.37

.33

Age

Ethnicity

Previous debriefings

NUR 354 1st Time

Nursing GPA

Overall GPA
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Figure 4.1 Age of Video-Assisted Verbal Debriefing Group

Age (Video-Assisted Verbal Debriefing Group)

18-21
22-25
26-29
30+

Figure 4.2 Age of Verbal Debriefing Group

Age (Verbal Debriefing Group)

18-21
22-25
26-29
30+
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Figure 4.3 Ethnicity of Video-Assisted Verbal Debriefing Group

Ethnicity (Video-Assisted Verbal Debriefing Group )

White/Cocasian
African-American
Hispanic
Other

Figure 4.4 Ethnicity of Verbal Debriefing Group

Ethnicity (Verbal Debriefing Group )

White/Cocasian
African-American
Hispanic
Other
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Table 4.2
The t-Test Scores, Debriefing with Video (n = 30) Versus Verbal Debriefing (n = 34); Experience
Subscale
Debriefing
Debriefing
with Video
Alone
Items

Mean

SD

Mean

SD

p

Analyzing Thoughts and Feelings
1. Debriefing helped me to analyze my thoughts
2. The facilitator reinforced aspects of the health care
team’s behavior
3. The debriefing environment was physically comfortable

4.83
4.86

.37
.34

4.70
4.55

.46
.50

.236
.007*

4. 50

.73

4. 35

.59

.379

4. Unsettled feelings from the simulation were resolved by
Debriefing
Learning and Making Connections

4.43

.77

4.14

.74

.137

5. Debriefing helped me to make connections in my
Learning
6. Debriefing was helpful in processing the simulation
Experience
7. Debriefing provided me with a learning opportunity

4. 66

.47

4. 61

.49

.689

4. 73

.44

4. 67

.47

.626

4. 89

.43

4. 76

.43

.305

8. Debriefing helped me to find meaning in the simulation

4. 73

.44

4. 58

.78

.375

9. My questions from the simulation were answered by
Debriefing
10. I became more aware of myself during the debriefing
Session
11. Debriefing helped me to clarify problems

4. 53

.73

4. 50

.56

.838

4. 53

.57

4. 32

.58

.154

4. 50

.62

4. 55

.50

.680

12. Debriefing helped me to make connections between
theory and real-life situations
Facilitator Skill in Conducting the Debriefing

4. 56

.62

4. 20

.46

.027*

13. The facilitator allowed me enough time to verbalize
my feelings before commenting
14. The debriefing session facilitator talked the right
amount during debriefing
15. Debriefing provided a means for me to reflect on my
actions during the simulation
16. I had enough time to debrief thoroughly

4. 46

.62

4. 44

.70

.088

4. 46

.62

4. 38

.49

.551

4. 73

.44

4. 64

.48

.465

4. 36

.66

4. 20

.64

.330

17. The debriefing session facilitator was an expert in the
content area
Appropriate Facilitator Guidance

4. 83

.37

4. 70

.46

.236

18. The facilitator taught the right amount during the
debriefing session
19. The facilitator provided constructive evaluation of the
simulation during debriefing
20. The facilitator provided adequate guidance during the
Debriefing
*p < .05

4. 56

.50

4. 38

.55

.170

4. 70

.46

4. 55

.61

.309

4. 70

.53

4. 52

.56

.220
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Table 4.3
The t-Test Scores, Debriefing with Video (n = 30) Versus Verbal Debriefing (n =34); Importance
Subscale
Debriefing
Debriefing
with Video
Alone
Items

Mean

SD

Mean

SD

p

Analyzing Thoughts and Feelings
1. Debriefing helped me to analyze my thoughts
2. The facilitator reinforced aspects of the health care
team’s behavior
3. The debriefing environment was physically comfortable

4.80
4.76

.40
.50

4.73
4.55

.44
.50

.549
.105

4. 46

.81

4. 11

.46

.061

4. Unsettled feelings from the simulation were resolved by
Debriefing
Learning and Making Connections

4.86

.43

4.55

.66

.034*

5. Debriefing helped me to make connections in my
Learning
6. Debriefing was helpful in processing the simulation
Experience
7. Debriefing provided me with a learning opportunity

4. 70

.46

4. 47

.50

.65

4. 76

.43

4. 61

.49

.205

4. 80

.40

4. 55

.50

.041*

8. Debriefing helped me to find meaning in the simulation

4. 70

.46

4. 41

.55

.030*

9. My questions from the simulation were answered by
Debriefing
10. I became more aware of myself during the debriefing
Session
11. Debriefing helped me to clarify problems

4. 83

.37

4. 55

.50

.018*

4. 70

.46

4. 50

.50

.107

4. 80

.40

4. 55

.50

.041*

12. Debriefing helped me to make connections between
theory and real-life situations
Facilitator Skill in Conducting the Debriefing

4. 73

.44

4. 41

.55

.014*

13. The facilitator allowed me enough time to verbalize
my feelings before commenting
14. The debriefing session facilitator talked the right
amount during debriefing
15. Debriefing provided a means for me to reflect on my
actions during the simulation
16. I had enough time to debrief thoroughly

4. 60

.56

4. 35

.59

.095

4. 63

.55

4. 32

.55

.006*

4. 70

.46

4. 55

.50

.251

4. 66

.54

4. 47

.56

.164

17. The debriefing session facilitator was an expert in the
content area
Appropriate Facilitator Guidance

4. 76

.43

4. 61

.49

.205

18. The facilitator taught the right amount during the
debriefing session
19. The facilitator provided constructive evaluation of the
simulation during debriefing
20. The facilitator provided adequate guidance during the
Debriefing
*p < .05

4. 76

.43

4. 50

.50

.028*

4. 73

.44

4. 70

.46

.811

4. 76

.43

4. 67

.47

.431
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CHAPTER 5
DISCUSSION
Discussion of Findings
The findings of the study will be discussed here in relation to previous research studies
and to the theoretical framework upon which the study was based. As noted earlier, the first goal
of this study was to evaluate the effectiveness and benefits of video-assisted verbal debriefing, as
compared with the traditional verbal debriefing alone on students’ learning experience in highfidelity simulation. The debriefing session plays an important role in nursing education,
especially in the clinical and practical arena. Both experimental and comparison groups highly
appreciated the debriefing phase in terms of clarifying their concerns and increasing their
knowledge and experience about the simulation scenario. The results of this study suggest that
incorporating video-assisted verbal debriefing in high-fidelity simulation may enhance nursing
students’ learning experience. The feedback provided by video playback engages both visual and
aural senses during the debriefing phase of simulation, unlike verbal-only debriefing, which
depends on the memorizing or recalling the events that occurred previously (Chronister &
Brown, 2012). The mean of Item 2 on the experience subscale, “The facilitator reinforced
aspects of the health care team’s behavior” was higher for the group who had video-assisted
verbal debriefing. The statistical significance found supports the statement of Cant and Cooper
(2010), who stated that the success of debriefing for learning relies heavily on the clinical
facilitator’s role. Furthermore, this result supports the findings of Hamilton et al. (2012) who
declared that video debriefing improved team performance in simulated trauma resuscitation. In
addition, Arafeh, Hansen, and Nichols (2010) asserted that debriefing with video can provide a
solid source of data that can reinforce and address the team performance. The clinical facilitators
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were able to show the video playback to the students by pausing at some seconds in the video to
highlight main aspects, and students should delegate tasks. In addition, the clinical facilitators
were very open with the students in order to make the simulation and debriefing sessions very
effective and provide fair feedback to increase each student’s learning experience. Daniels,
Lipman, Harney, Arafeh, and Druzin (2008) noted that the video playback allowed time for
trainees not only to review and examine their own interaction with patients but also to increase
their responsiveness and realization of team members’ need during the caring process. Moreover,
on the experience subscale, Item 12, “Debriefing helped me to make connections between theory
and real-life situations”, was found to be statistically significant and higher in mean scores in the
group that had video-assisted debriefing than the group that had debriefing alone. This supports
the findings of a previous study that was conducted by Reed et al. (2013), who found the same
item was significant in group with video debriefing. This finding is also supports Arafeh et al.
(2010) who reported that video debriefing helps student to observe their intervention with
patients in an ever-changing and complex healthcare environment. This is evidence that video
debriefing has the potential to decrease the gap between theory and practice. This also supports
Chronister and Brown ( 2012) who, stated that “for many students, viewing their own video
replay piques their interest, engages them and can contribute to higher learning” (p.287).
The importance area of the questionnaire contains 20 items, which are the same content
in the experience area, but the importance portion has been rated in a Likert-type rating, from 1
(not important) to 5 (very important), unlike the experience portion, which rated from 1 (strongly
disagree) to 5 (strongly agree). However, the importance section focuses on the importance of
the experience to the student (Reed, 2012). The findings on the importance subscales suggest
that debriefing with video are very important for the students to increase their learning

COMPARING SIMULATION DEBRIEFING

39

experience. This supports Cantrell, (2008) and Fanning and Gaba, (2007), who noted that the
importance of debriefing in all types of simulation experience has gained tremendous interest
and has been well documented. The mean scores of Item 3 “The debriefing environment was
physically comfortable,” were almost approaching the significance level. This is because all
simulation scenarios were performed in a realistic simulated ICU room that represents real-life
settings. This supports Mayville (2011), who mentioned that the simulation environment must be
adjusted to offer privacy, comfort, and the equipment and opportunity to review the simulation if
it were video recorded. The debriefing sessions were conducted in an environment that supports
confidentiality, trust, open communication, self-analysis, and reflection. This is also supports
Wickers (2010), who exhibited that successful debriefing could be done by creating a physical
environment conducive to learning, developing a trusting relationship with the participants,
clarifying expectations and learning objectives, engaging students in analysis of patient care
situations, and tactfully asking probing questions” (p. 83). The mean scores of Item 4 on the
importance subscales “Unsettled feelings from the simulation were resolved by debriefing,” were
higher for the debriefing with the video group. This is an obvious point, and a reasonable
explanation in that is the participants in this study were encountering a clinical simulation
scenario for first time. The statistical significance found supports the findings of Matthews and
Viens (as cited in Cantrell, 2008) who mentioned that “studies that examined debriefing sessions
with the use of videotapes of students’ performance found that this structured approach to
debriefing gave students experience with analyzing and critiquing performance and decreased
their anxiety”. (p. 20). Another study that was conducted by Graf (as cited in Cantrell, 2008) has
also shown that debriefing with video can enhance students’ psychomotor skills and decrease
their level of stress. The mean scores of Item 5 “Debriefing helped me to make connections in
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my learning,” were also almost approaching the significance level in the group who had videoassisted verbal debriefing. The reason for that could be the participants have knowledge about
simulation scenario but they were hesitant to transfer their knowledge to the practical skills. But
with the efforts of the clinical facilitators during the video-assisted verbal debriefing phase, the
students realized how to connect their previous learning to the simulation exercise. This supports
Cantrell (2008), who stated that clinical skills, such as those practiced in a clinical simulation,
are not fully mastered without critical debriefing on the cognitive, affective, and the
psychomotor domains of the learning experience. Dreifuerst (2009) asserted that debriefing helps
students to assimilate their knowledge brought from prior experiences and other courses. This
was evident with the video-assisted debriefing group. In the video-facilitated debriefing group, a
statistical significance was found with Item 7 “Debriefing provided me with a learning
opportunity,” this is an obvious fact because students in the video-assisted debriefing group were
interested to review videotape and learn from their mistakes. Since mistakes are permitted in the
simulation environment, the students took the opportunity to learn from their mistakes, as they
considered the debriefing sessions were very important in terms of providing an opportunity to
clarify the learner's knowledge and rationale for actions during the simulation experience. This
item supports a statement by Jones and Lapkin (2013), who noted that debriefing phase should
be a learning opportunity for students to review their self-perceived weaknesses, and working on
their areas that need improvement. The mean scores of Item 8 “Debriefing helped me to find
meaning in the simulation,” were significantly higher in video-assisted verbal debriefing group
than debriefing alone group. This result corresponds well to the Mayville (2011) who noted that
debriefing after simulation exercise stimulates knowledge because it improves skills through
critical analysis, is learner-centered approach, provides individualized learning based on
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experience, and finally helps learners evaluate and reflect upon their learning experience. This
also supports Decker (as cited in Dreifuerst, 2009) who stated that facilitating purposeful
feedback through debriefing is crucial for assisting students to get the highest advantage when
simulation is used. The mean scores of Item 9 “My questions from the simulation were answered
by debriefing,” was statistically significant and higher in video-assisted debriefing groups. There
are two possible reasons for this result: the first reason according to Kolb’s experiential learning
theory, to improve students learning the focus should be designed on engaging students in a
process that facilitates optimal learning, which includes providing feedback on the effectiveness
of students’ learning efforts. The second reason could be that the clinical educators used openended questions to allow the students to discuss and answer their questions with proper guidance
from the educators. Mayville (2011) underlined that using questions to promote in-depth
participation is a pivotal process to promote critical thinking skills. A statistically significant
difference in the mean scores was found in item 11 “Debriefing helped me to clarify problems”
higher in video-assisted verbal debriefing than debriefing alone. The logical reason for this item
is the students were facing many problems with carrying out the simulation scenario. For
example, the students were asked to prioritize the patient’s problems, how they could intervene
to solve the patient’s problems, and whom should they call to administer IV fluid or medication.
The students provided care for patient with complex problems like pulmonary and fluid volume
problems that were consistent with course objectives and assigned materials. However, during
video-assisted debriefing, the clinical educators reinforced specific aspects that helped the
students to solve the problems in the simulation scenario. Many research studies have mentioned
that debriefing approaches should aim to improve learning, future performance, prioritization of
interventions, communication among teamwork and ultimately patient outcomes (Arafeh et al.,
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2010; Dreifuerst, 2009; Grant et al., 2010; Mayville, 2011; Sharpnack et al., 2013; Wickers,
2010; Wotton et al., 2010). Debriefing with video provides an opportunity to clarify the student’s
knowledge and provide accurate rationale for actions. In addition, Grant et al. (2010) asserted
that use of videotaping of the simulation can enhance debriefing sessions by stimulating learning
and discussion based on a precise number of events. The most interesting result found in Item 12
“Debriefing helped me to make connections between theory and real-life situations”, which the
same item found in the experience part of the DES. So, both scales (experience and importance)
showed a statistically significant difference in the mean scores, and it was higher with videoassisted verbal debriefing than verbal debriefing alone. Additionally, this supports the findings of
a previous research study conducted by Reed et al. (2013) who found the mean scores were
higher and statistically significant for debriefing with video groups. The result of this item is
very important because it asserts the benefit and effectiveness of video-assisted debriefing on
students’ learning experience. Sharing ideas and viewpoints among nursing students is a vital
process to increase their learning opportunity in a safe non-threatening environment. Jefferies
(2006) commented that debriefing sessions “reinforce the positive aspects of the experience and
encourage reflective learning, which allow the student to link theory to practice and research,
think critically, and discuss how to intervene professionally in very complex situations” (p. 101).
It is like a jigsaw puzzle when each student connects a piece of information brought from theory
class to form a whole picture that helps the students to deliver a holistic care to the patient and
accomplish their task successfully. The mean of Item 14 “The debriefing session facilitator
talked the right amount during debriefing”, was higher for the debriefing with video group. Two
possible explanations could be for this result. First, the clinical facilitators are content expert that
they were using video reply to highlight the main topic in the simulation scenario that the
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students need to know. This supports Arafeh et al. (2010), who emphasized that “if videotape
will be used during debriefing, the discussion of the learners should be guided and augmented by
what is seen on the tape to ensure the most efficient use of the time allotted for debriefing” (p.
308). Second, the facilitators were adjusting the time within 30 minutes to cover almost all
necessary information and skills related to the simulation objectives. Jeffries (2005) pointed out
that the nurse educators must play the role of facilitator in the students’ learning activities to
promote students’ critical thinking. This is found to be prominent with video-assisted debriefing
group. Although timing and period allocated for video-assisted debriefing was 30 minutes the
same as the debriefing alone. Video-assisted verbal debriefing may need more time because
video playback takes more time for reviewing student intervention. This indicates and suggests
future research that should focus on examining or evaluating the time for debriefing with video.
Finally, the mean of Item 18 “The facilitator taught the right amount during the debriefing
session”, was higher for the video-assisted verbal debriefing group. The possible reason could be
for that is while the students viewed the videotape of their session, the clinical facilitators were
guiding the students through the use of cueing, debriefing, and a reflective discussion of their
roles and behaviors during the simulation. Hence, this finding corresponds well to Hamad,
Brown, and Alvarez (2007) who assured that the details that a student recalls from simulation
experience may be distorted and incomplete if left to memory, thereby compromising the lessons
learned. The same authors mentioned that the clinical instructor should guide the students during
debriefing sessions by focusing on refinement of their skills. Furthermore, video-assisted verbal
debriefing facilitates learning by enabling the students to grasp the main point during which
clinical facilitators can correct and reinforce some aspects while watching videotape during the
debriefing session, instead of relying on an inaccurate memory of a past performance.
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To sum up, the findings of the experimental group who received video-assisted verbal
debriefing showed statistically significant difference in two items in the experience scale, 8 items
in the importance scale, and 2 items were almost approaching the significance level. The mean
scores were higher in VA+V debriefing than V debriefing. The results of this study suggest that
incorporating video during the debriefing phase may increase students’ learning experience.
Strengths and Limitations of the Study
Strengths
The strengths of this research study lie in adding a body of knowledge to the previous
research studies that supported the utilization of video-assisted debriefing in simulation. As
many studies suggested and recommended incorporating a video with the debriefing sessions
contributes to reflect the actual and precise event occurred during simulation activities. The
clinical teaching-learning strategies are important to foster students’ learning acquisition. Thus,
engaging students to review their execution phase on videotape associated with the debriefing
may invigorate their learning experience. Currently, no previous studies have been conducted to
evaluate or compare the effectiveness of feedback within the simulation experience at this
university. The findings of this study provided a reliable and valuable underpinning toward
incorporating sophisticated learning strategy that enhances the teaching-learning process in the
simulation environment. Finally, recording simulation scenarios and using the videotape can be a
useful adjunct to the debriefing process to provide an objective record of the events and provide
a means of self-assessment for the student.
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Limitations
There were several limitations of the study. These include factors related to the students,
sample size, and scheduling the time.
The limitation of this study is that the sample was limited to one cohort of junior level
students involved in their first HFS experience. More studies are needed to compare the different
debriefing methods with additional sample populations. Replication of the study with a different
population could provide additional evidence regarding the benefit of incorporating video with
traditional verbal debriefing. The small number of students participated (64) in this study limit
the researcher ability to generalize the finding of this study to other populations. Yet, the two
groups of students had the difference number enrolled; however, there were a large number of
participants in the group that had verbal-only debriefing, which were 34 participants while the
group that had video-assisted verbal debriefing contained 30 participants. Despite the variation
between the two groups in the sample size it was still large enough to compare the two
debriefing modalities. The research participants were all juniors. It is recommended that future
research include more students from different levels such as senior level.
Another limitation for this study was scheduling the time of the simulation scenarios.
Some simulation scenarios were in the early morning (7:30 AM) or late evening (4:30 PM),
which could cause students fatigue and that could affect the debriefing experience with either
debriefing type. In addition, selection bias was another limitation in this study. Students were
not able to be randomized completely to either comparative or experimental groups because
simulation experience at this university where this study was conducted scheduled by the clinical
faculty that disseminated self-schedule spots/slots via electronic sign-ups powered through their
Blackboard. Selection (self-selection) was a threat to internal validity of this study. In attempts to
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control this threat to the internal validity of the study, the students were not be able to determine
whether they have signed-up for dates or times that were utilizing either V or VA + V debriefing.
Moreover, the students were exposed to the simulation experience for the first time and they had
no previous experience about debriefing methods. Efforts were made to minimize this limitation.
The clinical faculty oriented the students to the simulation environment prior to the simulation
scenario in order to decrease the effect of this limitation.
Importance for the Nursing Education
Clinical nurse educators continue to strive to enhance nursing students’ learning
experience. Enhancing undergraduate nursing student knowledge and psychomotor skills is an
essential point in order to produce well-prepared graduate nurses. Moreover, high-fidelity
simulation provides an opportunity for the nursing student to develop practical skills and
consolidate knowledge without exposing patients to potential harm. Equally important, the
debriefing session in HFS plays a pivotal role in increasing students’ knowledge and addressing
clinical problems through a sophisticated didactic approach. The current evidence in the
literature indicates that debriefing is the cornerstone and the main component of HFS. However,
two debriefing methods are commonly used: verbal debriefing and video-assisted verbal
debriefing. Therefore, it is important to determine which debriefing style has the most effective
teaching-learning strategy results on the student learning experience. Many researchers have
shown incorporating VA+V helps students to see their performance and identify their areas of
strength and weakness without misinterpretation. Conversely, V debriefing may not provide
precise feedback of events on what actually occurred during simulation scenario. The results of
this study provide nursing faculty with a means to provide students in the simulation lab with an
effective teaching strategy that incorporates video during the debriefing session. Debriefing with
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video is a valuable tool, and nursing faculty needs to recognize how, when and where to use the
video during debriefing session.
Conclusion
The debriefing session of simulation learning plays an important role in nursing
education. The aim of this study is to compare the effectiveness of verbal debriefing versus
video-assisted verbal debriefing on students’ learning experiences, and the importance of those
experiences to the student. The results of this study suggest that video-assisted verbal debriefing
enhanced undergraduate students’ learning experience, and their importance ratings on the
debriefing experience scale. Moreover, the findings showed that the video-assisted debriefing
group had higher ratings in two out of 20 items in the experience section and 8 out of 20 items on
the importance section of the DES. This study contributes to the evidence comparing two types
of debriefing. The evidence was found showing that video-assisted verbal debriefing has positive
impact and foster students’ learning experience in undergraduate nursing program. This study
shows using video-assisted debriefing offers significant educational benefits over oral debriefing
alone during high-fidelity simulation in undergraduate nursing students. The question of this
research “Do students learn and gain more experience with video-assisted verbal debriefing as
compared to traditional verbal debriefing?” has been answered through the findings on the DES
especially in the importance subscale section. More studies are needed to evaluate the
effectiveness of video-assisted debriefing in high-fidelity simulation with larger samples. Finally,
when intensive review of literature has been completed, very few research articles existed
regarding using video-assisted verbal debriefing in the high-fidelity simulation in the
undergraduate nursing program. There remains a vast array of potential research studies to be
conducted to identify the benefit of incorporating video with debriefing in the simulation lab in
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nursing education. This study could be repeated by incorporating some modifications including
requiring completion of post-test after both debriefing methods.
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APPENDIX A
Introduction Letter
This research study is focusing on debriefing methods in HFS. There are two debriefing
approaches: Verbal debriefing (V), and Video-assisted verbal debriefing (VA+V). The clinical
facilitators lead the debriefing phase. However, the debriefing session has been found in most
studies to be the most important component in HFS in terms of increasing student knowledge,
meeting the course objectives, and ultimately leading to the favorable patient outcome. In
addition, debriefing has been defined specifically in clinical simulation as the period at the end of
simulated scenario when the clinical facilitator and students re-examine and discuss what
occurred during a simulation scenario, with the goal of developing the knowledge, skills, and
rationales underpinning clinical practice (Neill & Wotton, 2011).
The purpose of this research study is to evaluate the effectiveness of debriefing methods on
students learning experiences, and determine which method has the most effective didactic
approach that enhances students learning experiences. All students are eligible to participate in
this study. There is no anticipated risk for injury or harm to students participating in this study.
All participants are anonymous, all information will stay confidential, and no one will be able to
identify you as a participant by name. Choosing to participate or not participate will not impact
your grade or conflict with your course progress
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APPENDIX B
Debriefing Experience Scale
Little is known about participants’ experience during debriefing following simulation. You can add to professional knowledge by giving
your opinions. Please complete the survey below. Your views are very valuable. There is no right or wrong answer.
Your debriefing type(s)--Mark(x) all that apply:
___ Discussion without videotape
___ Discussion with videotape
___ Journaling
___ Blogging ___ Other (Specify)__________

Circle the number below that best reflects your opinion about your debriefing experience.

Rate each experience item based upon
how important it is to you:

1 – Strongly disagree with the statement
4 – Agree with the statement
2 – Disagree with the statement
5 – Strongly Agree with the statement
3 – Undecided – you neither agree or disagree with the statement
NA—Not Applicable; the statement does not pertain to the debriefing
activity performed

1 – Not Important
2 – Somewhat Important
3 -- Neutral
4 -- Important
5 – Very Important

Agree

Not Applicable

NOT
Important

Somewhat
Important

Neutral

Important

VERY
Important

4

5

NA

1

2

3

4

5

3

4

5

NA

1

2

3

4

5

2

3

4

5

NA

1

2

3

4

5

2

3

4

5

NA

1

2

3

4

5

Strongly
Disagree

Disagree

Undecided

Agree

1

2

3

1

2

1
1

Strongly

Analyzing Thoughts and Feelings
1. Debriefing helped me to analyze my
thoughts
2. The facilitator reinforced aspects of the
health care team’s behavior
3. The debriefing environment was physically
comfortable
4. Unsettled feelings from the simulation were
resolved by debriefing
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Agree

Not Applicable

NOT
Important

Somewhat
Important

Neutral

Important

VERY
Important

4

5

NA

1

2

3

4

5

3

4

5

NA

1

2

3

4

5

2

3

4

5

NA

1

2

3

4

5

1

2

3

4

5

NA

1

2

3

4

5

1

2

3

4

5

NA

1

2

3

4

5

1

2

3

4

5

NA

1

2

3

4

5

1

2

3

4

5

NA

1

2

3

4

5

1

2

3

4

5

NA

1

2

3

4

5

1

2

3

4

5

NA

1

2

3

4

5

1

2

3

4

5

NA

1

2

3

4

5

1

2

3

4

5

NA

1

2

3

4

5

1

2

3

4

5

NA

1

2

3

4

5

Strongly
Disagree

Disagree

Undecided

Agree

1

2

3

1

2

1

Strongly

Learning and Making Connections
5. Debriefing helped me to make connections
in my learning
6. Debriefing was helpful in processing the
simulation experience
7. Debriefing provided me with a learning
opportunity
8. Debriefing helped me to find meaning in the
simulation
9. My questions from the simulation were
answered by debriefing
10. I became more aware of myself during the
debriefing session
11. Debriefing helped me to clarify problems
12. Debriefing helped me to make connections
between theory and real-life situations

Facilitator Skill in Conducting the Debriefing
13. The facilitator allowed me enough time to
verbalize my feelings before commenting
14. The debriefing session facilitator talked
the right amount during debriefing
15. Debriefing provided a means for me to
reflect on my actions during the simulation
16. I had enough time to debrief thoroughly
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Strongly
Disagree

Disagree

Undecided

Agree

1

2

3

1

2

1
1

Strongly

NOT
Important

Somewhat
Important

Neutral

Important

VERY
Important

2

3

4

5

Agree

Not Applicable

4

5

NA

3

4

5

NA

1

2

3

4

5

2

3

4

5

NA

1

2

3

4

5

2

3

4

5

NA

1

2

3

4

5

1

Appropriate Facilitator Guidance
18. The facilitator taught the right amount
during the debriefing session
19. The facilitator provided constructive
evaluation of the simulation during debriefing
20. The facilitator provided adequate guidance
during the debriefing
Comments:
We would like to know a little more about you:
Sex: _____ Female _____ Male

Your Age: __________ Ethnicity ________________

Date of your debriefing: _______ Title of your course and course #: ____________________
Number of participants in your debriefing group: _____
Number of debriefings you have participated in previously: ________
What is your professional background (e.g. MD, RN, Pharmacist, OT or other)? __________________
If you are already a licensed health professional, how many years of direct patient care have you had? ____ years
Are you a health professions student? ____Yes ____No
If yes, in what profession? ____________________
THANK YOU FOR HELPING US TO UNDERSTAND THE DEBRIEFING EXPERIENCE

(Reed, 2012)
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